THAT malignant melanoma is not as black as it is painted is now becoming apparent. Never a common tumour, it has an incidence of 2 
ioo,ooo in the south-western region of England, where there is a population of three million, as compared with a rate of 41.8 for thoracic tumours. But the five-year survival rate in the same region is 46% for melanoma, which is far better than that of most of the common cancers (thoracic 5%, stomach Io%, breast 43%/).
The survival rates in different writers' series of cases of malignant melanoma are difficult to compare, ranging as they do from 20% to 58% (Petersen, Bodenham and Lloyd, 1962, Table V ), but one surgeon (Pack, Scharnagel and Gerber, I953; Pack, 1959) has shown an improvement over the years. One would like to be able to assume that any improvement was entirely due to the nature of the treatment, but the evidence seems to be that it is partly due to the composition of the sample.
It has, for instance, been shown by most writers but denied by some (e.g. Block and Hartwell, 1961 ) that the prognosis is twice as good in women as in men. But the number of men and women in different series varies greatly. In America the sexes are usually equal or (as in two recent studies, Ochsner and Harpole, 1962; and Block and Hartwell, 1961) there is a slight preponderance of men. But in England there is sometimes a 2 : i female preponderance (Petersen and others, 1962) , and this holds good for Denmark also (Clemmesen and Schulz, 1960, 59 .4%; Olsen, 1961, 66%) . Unless malignant melanoma is a different disease on the other side of the Atlantic, which is unlikely, this can only mean that half the women in America suffering from malignant melanoma are not going to the great clinics for treatment. If they did, the prognosis for this disease as a whole would be better in the American series than it is.
Another thing making for variable results is the fact that melanomas in some sites have a better prognosis than those in others. Petersen and others (1962) (Fig. 3) to be much larger (up to eight times) and their invasion of the dermis is disorderly. Clumps of pigmented melanocytes may be seen migrating through the epidermis to be shed at the surface with the keratin (Fig. 4) collagen, and the inflammatory reaction is less. The invading melanocytes sometimes get smaller centrifugally. Quite often multinucleate giant cells are present (as in benign melanomas, but not so often in malignant ones). Blue Navi. The blue nevus does not usually give rise to any difficulty. It is a smooth, blueblack, dome-shaped lesion, usually about o.s cm. diameter, composed of a well-defined but not circumscribed collection in the dermis of fusiform, usually heavily pigmented melanocytes mixed with fibrocytes and collagen fibres (Fig. ii) . The difficulty is with the cellular variety of blue nievus (Allen and Spitz, I953) . In this the spindly melanocytes are much bigger and appear active, though mitoses may be absent. There is, however, no disturbance of the pattern of dermal collagen (best seen on the cut surface with a hand lens in a good light) and no necrosis. Other useful considerations are the age of the patient (pre-pubertal naevi are nearly always benign), whether a blue nevus has been present from childhood, and whether it is occurring on one of the characteristic sites: buttocks, dorsum of hands or feet, face.
Non-Pigmented Malignant Melanoma. This is (Fig. I3 ). There is an overgrowth of the basal layers of the epidermis, with a general tendency for outward growth and hyperkeratosis. In the pigmented papilloma the hyperkeratosis is often intensified and may occur as cell nests (Fig. I4) 
Behaviour of Melanomas
Treatment is based on an understanding of the behaviour of these tumours. The pigmented flare commonly seen around a melanoma is malignant (Fig. 2I) thigh (Fig. 23) ; these were excised widely. The defect, approximately 25 X I5 cm., was skingrafted and now three years later there is still no sign of trouble (Fig. 24) . Another similar case, a woman of 42, produced a succession of regional deposits, finally developing several local and one distant skin metastases, all of which were excised; she has been free of trouble for over two years.
In the course of routine follow-up examinations some doubtful nodules will be picked out. It is our practice to excise these routinely. One such case produced three successive small dusky nodules in the leg close to the margin of the skin graft. These turned out to be merely small thrombosed veins. Then a fourth lesion appeared and was excised. This turned out to be a true recurrence.
Melanoma and Pregnancy
This is a relationship which cannot be clearly established because the number of females with melanoma who become pregnant is too small for statistical study. However, the general impression is that the disease tends to be activated by pregnancy although the overall prognosis is not necessarily worse. Surgical Treatment It must be emphasized that from the first moment a malignant melanoma is suspected it must be protected from injury until elective treatment is carried out and this must be performed with the minimum of delay. Meddlesome surgery is inexcusable and all procedures should be in the hands of a competent surgeon who is not afraid to carry out the necessary wide excisions and immediate skin grafting on the raw surfaces.
Anssthesia
It is our practice to carry out all surgery of 
Surgery of the Primary Lesion
The lesion must be treated with the greatest care and gentleness and on no account should an Esmarch compression tourniquet be used. The area selected for excision is carefully estimated and mapped out in ink (Fig. 25) 
